Alternatives to coercion?
• Usually these are considered to be "alternatives" rather than mainstreamed, generalized or systemic forms of approach and care.
• Individual or specialist interventions aimed to reduce coercive interventions in routine clinical practice, by themselves, are unlikely to be effective or can be sustained in the long term.
• This is because coercive practices in mental health are more likely to be linked to systematic problems such as the culture and ethos of prevailing clinical care and organisation and delivery of mental health services.
• For example, variations in the rates of coercive care, across countries and over time, may be the result of differences in policies and practice and the culture of metal health systems (e.g Italy).
Whole system in the living world
• There are no studies on the impact of a whole system change in the direction of no seclusion and restraint, while there are well documented experiences and practices that adopted ethical-based policies in the overall mental healthcare system and also minimized the rate of involuntary treatment.
• A systematization of strategies regarding supported and joint decision-making,
• advance directives,
• forming a therapeutic alliance and • individual care / recovery / wellness plans • offers an alternative approach to coercion, including seclusion and restraint.
• Equitable access to 'least restrictive care', fostering service user's self-determination ensuring and his/her participation in all decision-making processes related to his/her treatment and living conditions and recognizing the role of families in providing support and key relationships are necessary to achieve this.
• This will amount to a shift in psychiatry's focus from the patient to citizenship, guardianship to free will, substitute decision making to supported decision making and shared responsibility.
• The social mandate of psychiatry thus changes from control of behaviours to social mediation between stakeholders and the public, or the community and the focus of care is increasingly centred on the whole person in the complexity of his/her living world and not just on illness.
Quality Rights and institutional care
• The World Health Organisation, through its Quality Rights initiative, has been at the forefront of reducing coercive and custodial care in mental health in several countries .
• This is a systematised programme that includes assessment, training and quality improvement measures that focus on human rights of people in mental health and social care facilities.
• A Quality Rights toolkit is central to this programme and is used to reduce coercion in clinical practice and improve the living conditions in hospital facilities.
• The recent European report assessing the quality of institutional care, using the Quality Rights toolkit, was capable to demonstrate the lack of fulfillment of many standards in majority of investigated psychiatric institutions.
• The findings reveal and confirm that long-term institutional care for people with psychosocial and intellectual disabilities in many European countries is far below the standard. A significant proportion of the assessed institutions were violating the fundamental rights of people with psychosocial and intellectual disabilities, including their legal capacity, autonomy, dignity, liberty and security of person, physical and mental integrity and freedom from torture and ill treatment and from exploitation, violence and abuse.
• Some of the most egregious violations reported were: use of mechanical and pharmacological restraints to manage difficult behaviour, a culture of impunity with regard to reported cases of sexual abuse, numerous irregularities concerning informed consent, discrimination and barriers to access to high-quality care for general and reproductive health, lack of alternative or complementary mental health treatment options and a general lack of opportunities for meaningful daily activities within or outside the institutions.
• "Fewer than a third (28%) of the 2450 ratings of standards made by the 25 assessment teams were "achieved in full", indicating enormous scope for improvement throughout the European Region. This indicates that CRPD signatories are at risk or culpable of substantial breaches of the treaty". (WHO, 2017)
Quality Rights
• Freedom from coercive interventions, respect for the right to legal capacity, and promotion of dignity, autonomy, choice, community inclusion and recovery are at the core of the initiative.
• Most importantly, Quality Rights, like other initiatives trying to reduce coercion within mental health care and ensure human rights compliant policies, recognises the importance of capacity building in the sector as a prerequisite for change and provides extensive training packages for relevant stakeholders.
• Positive outcomes are reported as a result of such approaches in several low and middle-income countries.
• Practices and services that are alternative to coercion can be innovative as regards to standard ones; they can be alternative programmes but sometimes they are embedded in a change of current mainstream care, toward a whole system approach.
• We can ensure this not just developing piecemeal alternatives that have anyway a little evidence, but by completing the process of deinstitutionalisation in the widest sense.
• More than closing institutional facilities (that is more correctly quoted as de-hospitalization), this means dismantling the reductionist paradigm of "treating illness" in our practice and recognizing complexity of the whole person.
Statement 1
• We must create an "Epidemiology of rights" Strict respect for the rights of individuals must be the foundation of any action in mental health. Professionals must know the rights that each person has and the laws that protect them.
• The topic of migrants and ethnic minorities must be addressed No person should have difficulty accessing mental health care for reasons of origin or for any reason. Migrants have the right to care that considers the uniqueness of their culture. The attention to the migrants must be done in the services that are common to all the subjects to avoid their stigmatization.
• Rights-based and person-centered services requires providing mental healthcare in living environments
• Many different and equally relevant perspectives -experiential, clinical, anthropological, social and historical -can contribute towards the development, implementation and evaluation of good practices in rights-based, person-centered and community-based mental health services.
• There is no perfect service, but plenty of lousy ones, so we can all ask ourselves and learn how to improve quality, accountability and meaningful impacts.
Crisis -the case
• It has also emerged from the conversation the necessity for the person to go trough the crisis. In a sense, the "right of suffering".
• Often, the services are trying to stop it or to implement treatments/interventions in order to cross the crisis as fast as possible to make the person feeling better.
• This not always underpin the "right of choice" for the person on how she/he would like to be helped.
• Another element is the difference between the "suffering" and the "crisis".
• Having crossed the suffering it is an important element to become a peer supporter. Anyway, it is not sufficient: a key element is what the person "wants to do with their suffering" that is how to use it for themselves and for helping others.
• We have talked about a person to person approach.
• We focussed on the experience of a professional, which found the time to be with a person in crisis, experience the emotions, being aware of them and embark in a relationship which was different: "in that moment, I was not the doctor, I was S."
• Another important element of the conversation was about the role peer support workers within or outside the services. With respect to the risk to be "colonized" by the system one peer said "Whatever will or will not happen, I will always be a peer".
What is a crisis?
• First of all the idea of subjectivity: it is the individual that define what a crisis is, indeed it is the subjective experience of the individual that bring them or their family in touch with a service. It is not possible to define through categories what define a crisis, often the person's themselves struggle to find the right words or to give voice to what they are experiencing.
• The crisis is also defined as a "window of opportunity", in the sense that the crisis is an opportunity for change for the person and also to make meaning out of things which are not solved yet. It is also an opportunity for the network near to the person. I • In fact, the crisis it is not just a matter of the individual who becomes unwell, but meanings and solutions may arise from the different narratives of all those who are connected to to the crisis.
• A potential template for considering and codifying the strengths of different innovations should include:
• Why? The need for / rationale for the innovation in practice • Where? The policy and service context within which the innovation has been developed
• What? The key principles, features or components of the intervention • How? The process of the innovation's development and implementation in the local / target population, including overcoming of systemic barriers or sociocultural challenges
• So what? The impacts, effects and consequences of the innovation, based on application of both qualitative and quantitative methodologies.
Statement 2
• The need for legal and other structures of the mental health system has to be revised or updated to allow for greater opportunities for rehabilitation, employment and supported housing and for resources to better 'follow the patient', for example through the allocation of personal budgets.
• The principles of "citizen psychiatry" are put into practice via a number of supporting mechanisms including peer support workers, inter-communal councils and a charter of rights.
Statement 3
• We must continue in the process of: -Contrast to the violation of human rights, universal and absolute rights -Closure of psychiatric hospitals -Opening of Community Services -Increasing the budget for community mental health, starting from the reconversion of resources from the hospital to community services -Activation of social inclusion programs: home, work, training, education, etc. putting in practice the clinical biological paradigm.
Statement 4
• The user is the driver, through co-production • The key outcomes being a place to call home, a purpose in life, and loving relationships -NOT treatment compliance and symptom reduction
• The need to address social determinants across spectrum to foster organismal wellbeing using kindness/caring
• It is needed to maintain links, to strengthen networks and connections among innovators and reformers, including citizens and stakeholders, starting from primary consumers.
Right to life and coercion
• Objectives • Right to life means there should be zero tolerance of violence and coercion within the mental health system. Right to life comes before the right to 'medical treatment'.
• Mental health system should not be gatekeeper or the first entry point to link with or access various other services (e.g. housing).
• Actions • Full compliance with the CRPD, and prohibition of coercion in all its forms.
• Medications given must not cause harm, and must help a person to thrive.
• A wide range of non medical services and support systems must be made available within the mental health system to facilitate full recovery.
• Other modalities of recovery such as arts based, body based therapies must be made available.
• Mental health legislation must be repealed, and prohibition of creation of more institutions, small or big.
• No more mental health laws are required 
